Although a small number of atrial myxomas are found in association with congenital cardiac defects, ventricular myxomas coexisting with congenital cardiac anomalies are extremely rare. We report a case of right ventricular (RV) myxoma coexistent with atrioventricular septal defect in an adolescent. Echocardiography showed an RV mass, a small ostium primum atrial septal defect, and a cleft of the left atrioventricular valve. Magnetic resonance imaging revealed a mass, suggesting a myxoma. The mass was excised simultaneously with repair of the anomalies and was histologically confirmed as a myxoma.
A 17-year-old man without Carney complex was admitted because of a heart murmur. The heart murmur had been first noticed when the patient was 3 years, but his parents hesitated to permit evaluation for heart disease because he was asymptomatic. Electrocardiogram revealed sinus rhythm, left axis deviation and incomplete right bundle branch block. Transthoracic echocardiography (TTE) showed a small, mobile mass attached to the right ventricular (RV) wall with a short stalk just below the tricuspid valve ( Figure 1) . A small ostium primum atrial septal defect (ASD) with a small left-to-right shunt and a cleft of the anterior mitral leaflet with mild regurgitation were also detected on TTE but no ventricular septal defect was found ( Figure 1 ). Magnetic resonance imaging (MRI) demonstrated a mass that was isointense relative to myocardium on T1-weighted images and had homogenous high signal intensity on T2-weighted images ( Figure 2 ). Gadolinium-enhanced MRI showed delayed enhancement of the mass ( Figure 2 ). Cardiac catheterization confirmed TTE findings (Qp/Qs ¼ 1.39, Rp/Rs ¼ 0.05) and normal coronary arteries. At operation, in addition to the ostium primum ASD (1.0 Â 0.8 cm) and the mitral cleft, a gelatinous and spherical mass (1.2 Â 1.0 cm) originating from the RV wall was found just below the commissure between the anterior and the posterior tricuspid leaflets (Figure 2) . The mass was excised en block with a segment of ventricular muscle, and the cleft of the mitral valve and the ostium primum ASD were simultaneously repaired as usual. The diagnosis of myxoma was confirmed by pathological examination.
To our knowledge, only one autopsy case of left ventricular myxoma associated with double-chambered RV, patent foramen ovale, and patent ductus arteriosus has been previously described. 2 Regarding the development of coexistent cardiac tumors and cardiac malformations, either a coincidental association of the two pathologies or the development of the myxoma in the malformed heart may be the pathogenesis in our patient. 2 Echocardiography is the first diagnostic modality for myxoma; however, discrimination between myxomas and other cardiac masses such as thrombi or vegetations is difficult. In our patient, the MRI revealed characteristic findings of myxomas and also differentiated the myxoma from other masses. The MRI is useful in determining the exact nature of a cardiac mass and the optimal therapeutic approach.
Although pulmonary embolism is rare, it occurs in about 10% of right heart myxomas, so early surgery should be performed simultaneously for coexistent myxomas and cardiac anomalies. 
